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ABSTRACT
This treatise was inspired by concern about 
the well-being of the less fortunate and their 
poor living conditions in township environ-
ments in South Africa. The proposal is a 
design of a community health centre in the 
township of Bethelsdorp, Port Elizabeth. 
The intervention will act as a safe space be-
tween home and large-scale hospitals while 
creating a positive urban space within a mo-
notonous environment. 
The treatise engages with the issues and 
methods related to the design of a communi-
ty health centre in the township environment 
to inform the final design proposal.  It starts 
with an investigation into the theories of ur-
ban structure and public spaces in South Af-
rican townships, after which it explores the 
building type.  The building type is investi-
gated in terms of the healthcare system in 
South Africa (with its emphasis on Port Eliz-
abeth) , and the interrogation of community 
health centres by means of analysing care-
fully chosen precedents. Lastly, the nature 
of townships and township architecture is 
explored in order to apply this to the context 
of Bethelsdorp and the direct area the centre 
will affect.   The architectural design is the 
response based on the interrogation.
The centre intends to help as many citizens 
as it can, by providing a variety of services in 
an area that it will help to be the official heart 
of Bethelsdorp.
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PART A
INTRODUCTION
BACKGROUND
In 2014 the World Health Organisation con-
ducted a study on the health profile of 196 
countries across the world, including the life 
expectancy of the citizens, risk factors, and 
the illnesses most often treated.  When com-
paring the life expectancies of South Africa 
to those of areas across the world, there is 
a clear indication that the standards of life 
quality and health facilities in South Africa 
need attention.  As seen in Figure 1.1 , South 
Africa has an average life expectancy of 
57.8 years compared to the 71.45 world av-
erage or the 79.24 of North America.  (World 
Bank,2017)
This can be explained, in a sense, by Hof-
stede’s cultural dimensions theory.  It is a 
framework developed by Geert Hofstede 
in the 1970s by looking at a number of cul-
tural values of a country or collective group. 
These values are the ‘power distance’ which 
is a measurement of the unequal distribution 
of power, and the population’s willingness to 
accept it.  Other values include whether they 
have an individual outlook versus a collec-
tive society, how competitive the population 
is versus concentrating on what makes them 
happy (masculinity), its long time orientation, 
and how well people control their impulses. 
(Helsinki, 2017)
During the apartheid era in South Africa, the 
entire country was subdivided in categories 
by according to who (which racial group) 
may use facilities, including residential ar-
eas, public transport facilities and general 
public services.  The fact that the white pop-
ulation ruled South Africa can still be seen in 
our urban structure.  Our cities are still seg-
regated by race and the majority of public 
facilities, including hospitals, are located in 
white areas.  
This segregation and multiplication of facili-
ties, as well as the quality of services, have 
been improving after the 1997 ‘White Pa-
per’ which set out the transformation of the 
health system.  The first phase included the 
development of our national public health 
system and the racial integration of the 
health system and free health care for chil-
dren and pregnant women. (Health System 
Trust, 2016)
Because such a large portion of the South 
African population is so poor and unem-
ployed, the state contributes to roughly 40 
per cent of the country’s annual health ex-
penditure, providing for the 80 per cent of 
the country’s population who cannot afford 
private health care. In 2011 the South Afri-
can National Treasury spent R120.8 billion 
on the private sector and R122.4 billion on 
the public sector, which is 3 per cent more 
than the recommended amount by the World 
Health Organisation.   The Department of 
health carries the responsibility for general 
healthcare in South Africa, but concentrates 
on the public sector.  They distribute the 
budget among nine provinces, which is then 
allocated as per the needs of each province. 
(Health Care In South Africa, 2012)
 The private sector healthcare is generally 
run as a business, catering for the popula-
tion with a middle- or high- income who can 
afford medical aid, but aided by the govern-
ment. The private sector provides better and 
more specialised services than the public 
facilities, attracting a large majority of the 
health professionals and leaving the public 
hospitals understaffed.    (Health Care in 
South Africa, 2012)
In 2012 there were more than 165 000 
health practitioners in South Africa, with a 
doctor-to-population ratio of one doctor per 
770.  Because such a large majority of prac-
titioners work in the private sector, the public 
sector provided one doctor per 7 219.  12
                As a response, graduating medical 
students have to complete a year of commu-
nity service in clinics and community health 
centres.   (Health Care in South Africa, 2012)
In the WHO Country Cooperation Strategy 
of 2013-2014, the World Health Organisa-
tion stated that the design of the National 
Health Insurance (NHI) is the main system 
used to achieve a more equal access and 
quality of health services, irrespective of the 
individual’s socio-economic status.  They an-
ticipate that this would at least minimise the 
increase in private healthcare fees.  (World 
Health Organisation, 2013) (National Health 
Insurance, 2015)
Another approach used is the improvement 
of current and building of new medical facili-
ties in the previously disadvantaged areas. 
According to Dr. Marjorie Jobson (Jobson, 
2015) there are over four thousand public 
health facilities in South Africa, of which over 
1 500 have been built or upgraded and over 
two thousand have been given new equip-
ment since 1994.   In 2015 the average 
clinic provided medical care for over thirteen 
thousand people, exceeding the ten thou-
sand advised by the WHO.  But despite this 
around 2.5 million South Africans live more 
Figure 1.1 Average life expectancy across the world 
13
Figure 1.2 Medical facilities available in Port Elizabeth
than fi ve kilometres away from the nearest 
clinic, the allocated maximum radius cover-
age for clinics in the Eastern Cape.  (Job-
son, 2015) (Landed, 2015)
In the Western Cape, several new facilities 
have been built in the past ten years, includ-
ing the R43 million community health cen-
tre in Hermanus, the R72 million community 
health centre just outside of Du Noon and 
the R4.2 million Delft Community Day Cen-
tre, all of which opened in 2015.  (Peterson, 
2015) 
In the Eastern Cape 53 clinics and three 
community health centres have been built 
and 222 clinics have been renovated in the 
past eight years. (Eastern Cape Department 
of Health,2017)  Clinics are characteristical-
ly smaller and less expensive to build, but 
do not serve the number of patients as the 
services of community health centres.  
None of the new facilities were built in Port 
Elizabeth.  The R 1.3 billion Cecilia Maki-
wane Hospital is in Mdantsane Township, 
Buffalo City, the community health centre of 
Middledrift underwent a R3.7 million exten-
sion and the Frere Hospital in East London 
has undergone several improvements.  (ec 
health, 2016) (Madyibi. 2016)
Figure 1.2 indicates the current hospitals 
and clinics (including the Motherwell Com-
munity Health Centre) in Port Elizabeth and 
the maximum 5km radius the clinics serve. 
The available facilities seem to serve their 
maximum areas, except for the township of 
Bethelsdorp.  The nearest medical facility to 
Bethelsdorp is Dora Ngiza Hospital located 
along the Uitenhage road.  
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Based on the Groups Areas Act in the 
1950’s, South African cities were divided 
into segments, each containing a racial 
group.  During this time South Africa was 
under white rule, resulting in the benefit of 
the white population.  The majority of civil 
services were located within white districts, 
to which non-whites needed a pass to have 
access.  The urban structure of cities was 
not the only method used to segregate the 
population.  Services such as public trans-
port or civil buildings had allocated areas for 
white or non-whites.  
A large portion of the population (non-
whites) was reallocated areas to live, usually 
far away from the main city district.  The city 
planners allocated new residential areas, 
where there were either no civil services or 
services of lesser quality for those who were 
reallocated.  As a result, large numbers of 
South African citizens live in underprovided 
or underdeveloped areas and need to travel 
considerable distances to reach much need-
ed facilities, such as healthcare. 
The majority of the population who live 
in townships are of colour, meaning non-
whites, and are either unemployed or have 
to provide for large families on low incomes. 
Because these citizens cannot afford the 
quality health care that the private sector 
provides, they have to rely on the public 
health facilities aided by the government. 
(Health System Trust, 2016)
Many of these facilities are understaffed, 
overcrowded or far away from those who 
need them.  Over 1 500 public health facili-
ties have been built or upgraded since 1994. 
Although this has made a difference in the 
health service provision in South Africa, 
more facilities are needed to relieve some 
of thepressure of the existing facilities which 
serve an average of 13 720 people.
PROBLEM STATEMENT
Figures 1.3- 1.5 Racial segregation in south african cities
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Aim
The aim of this dissertation is to propose a 
primary health care facility for the population 
of Bethelsdorp, thereby contributing to its 
civic realm.
Objectives
The objectives of this study are the 
following: 
- To investigate and understand the  
 building typology of community 
 health centres; 
- To understand the complex 
 programme of community health 
 centres;
- To adhere to strict planning 
 regulations;
- To investigate the nature of South 
 African townships and their 
 architecture; and
- To understand the civic structure of  
 Bethelsdorp.
AIMS AND OBJECTIVES
Methodology is a strategy using a system of 
methods to study a particular area or activi-
ty.  As this dissertation remains an academic 
project and is not intended to be physically 
implemented, the methodology used will be 
of pure research with the intention of apply-
ing the research to inform design decisions. 
 
Pure research is research with the inten-
sion to ‘expand man’s knowledge’ by gain-
ing a basic or fundamental understanding 
of a subject, setting the foundation for ap-
plied research.  Applied research is done 
by implementing pure research in order to 
solve some problem.  It has the intention of 
a physical implementation of the research.
  
This is done by the use of primarily quali-
tative research.  The research does include 
quantitative data, but only to prove qualita-
tive research. Each of these methods has its 
own qualities. To understand, each method 
is defined. Qualitative research is used to 
provide an understanding of a problem and 
its causes. It is done by means of interpre-
tation, discussions with individuals and is 
characteristically opinion based. 
METHODOLOGY
16
On the other hand, quantitative research is 
used to count data, measure and compare 
data and is characteristically number and 
value based. (USC, 2016)
This research study makes use of both pri-
mary and secondary sources, which are 
inductively processed, to understand the 
context and inform an outcome.  Primary 
sources are those which the researcher 
produces based on personal observations. 
In this study the primary sources consist of 
photographs, sketches and maps drawn by 
the author and based on the inspection of 
the site, as well as precedents and informal 
discussions with professionals in the medi-
cal field.
Secondary sources consist of documents 
which are inspected to extrapolate further in-
formation not available by personal inspec-
tion, such as academic readings.  In this re-
search the secondary sources consist of the 
inspection and interrogation of maps, previ-
ous dissertations, and publications related 
to the problem.  Together these sources are 
investigated and analysed in order to inform 
suitable responses for the particular issues.
In order to obtain the required information 
for this study, the strategy for collecting and 
collating data consist of several methods.
Field research is obtained by means of di-
rect observation.  Primary data in the form 
of photographs and sketches are generated.
Based on the observation and interroga-
tion of aerial photographs and maps, the 
researcher’s maps are drawn to understand 
the urban fabric.
Discussions are held with well-informed pro-
fessionals in the field of medicine, and ar-
chitects who have been involved in medical 
architecture. 
Field research is also done by visiting other 
medical facilities in order to come to an un-
derstanding of why certain decisions were 
made regarding the characteristics of the 
building type or those with a similar context. 
In order to gain a broader understanding, 
secondary data such as magazine publica-
tions and websites are interrogated. 
Alongside the above, several forms of doc-
uments are examined and analysed, all of 
which are used together to inform decisions 
regarding the design. 
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PART 1
RESEARCH

THEORETICAL DISCOURSE
The theoretical positions and considerations of this research, and which 
will be applied to the design, will be discussed in the following chapter.
(RE)ACTIVATING SPACE IN TOWNSHIP
The theoretical positions and considerations 
of this research, which will be applied to the 
design are discussed in the following chap-
ter. 
How people relate to and interact with their 
urban environments has been researched 
extensively by a number of architects and ur-
ban designers.  The works of Keven Lynch, 
Jan Gehl, Jane Jacobs, D. Dewar and R.S 
Uytenbogaardt are briefl y discussed. 
In South African cities: A manifesto for 
change, Dewar and Uytenbogaardt (1991) 
introduce the rapid growth of the four main 
South African cities, but focus on Cape Town. 
The industrial era saw a rapid growth in cit-
ies across the world, as people sought work 
opportunities.  The majority of the population 
in South African cities consist of black peo-
ple, who tend to also be among the poorest. 
During the groups movement act in the 
1950s people of colour (non-white citizens) 
were moved to the periphery of the cities, 
where a central area was allocated to each 
racial group.  The result was segregated cit-
ies, in bith function and population, connect-
ed by connection routes such as highways 
and railways.  The townships (non-white 
suburbs) were planned for those who were 
moved, but with little regard for future devel-
opment. The rapid growth of the townships 
resulted in large monotonous areas with lit-
tle character or structure. 
According to Dewar and Uytenbogaardt 
(1991) urban planning should be developed 
based on a humanist approach by design-
ing diverse urban spaces where people can 
interact and then by allocating residential ar-
eas.  The approach taken in South African 
townships of regarding residential neigh-
bourhoods more important and designing 
the individual units fi rst resulted in nega-
tive urban spaces and urban structures that 
are diffi cult to navigate.  In order to improve 
these conditions, the monotony has to be 
broken. 
“U�b�� �r�w�� �h��l� �� 
a�c��moda�e� �n� m�na�e� t� ��e� 
�es� ��� ��ed� �  ��� ��h��it�nt�; �� 
�b�u� �ha� �u��i��e� �h��l� �� 
�nc�p��la�e� �i���� ��� �i��e� t� 
�n���� �ha� �u��ita������ �i�� , 
e�ﬁ ���n� �n� so�i���� ���p�� ��� 
����r����nt� ���r�� �n� ��� 
��h�n�e� ���� ����.”
(D�w�� �n� Uy���boga�rd�, 1�91: 10)
In The Image of the City, Kevin Lynch ex-
plains that any city has a general image, 
which is the overlay of the images of many 
people.   Each individual has his or her own 
image of a place, yet all of them have some 
things in common.  According to Lynch, the 
contents of these images can essentially be 
grouped into four elements: paths edges, 
districts and landmarks.  Together, these fi ve 
elements create the identity of any space, 
and are used to navigate through urban 
spaces.  
Paths are the routes along which people 
move. They include streets, walkways, ca-
nals and railroads.  Paths are dominant ele-
ments in recognising spaces, because peo-
ple move through them while observing their 
surroundings. 
Edges are linear elements that break the 
barrier between elements, but are not paths. 
Examples of edges include walls, shores, 
and boundaries of developments. They are 
barriers or thresholds that separate spaces 
such as different neighbourhoods and are 
therefore important for navigating through 
the urban fabric. 
1
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Districts are mediums to large portions of 
a city with which its users can ‘enter’ and 
identify as having a specific character. Most 
people identify their location as either in a 
certain district or their relation to one (if vis-
ible from the outside).  Nodes are points that 
act as focal points that can be travelled to 
and from.  
Nodes are most often the crossing of paths 
or moments of change.  Nodes are often the 
identifying focal points within districts and 
lend their influence to those districts.  
Landmarks are also point references, but 
cannot be entered like nodes and are usu-
ally visible from long distances.  Examples 
of landmarks include signs, buildings and 
mountains. 
These elements depend on and support one 
another; and very seldom exist in isolation. 
Together they “…are the building blocks in 
the process of making firm, different struc-
tures at the urban scale” (Jencks and Kropf, 
1997:20) and used to navigate through ur-
ban environments. (Jencks and Kropf, 1997)
The works of Jan Gehl and Jane Jacobs 
have very similar aims, namely concentrat-
ing cities and so pedestrianising them.  Jan 
Gehl has five rules for designing great cit-
ies which collectively have this aim.  His first 
rule is that designers must stop building “Ar-
chitecture for cheap gasoline”.  According to 
him, the low prices of fuel have contributed to 
urban sprawl.  The far distances that people 
drive on a daily basis add to the hours that 
they have to sit each day (plus those spent 
in front of a desk), which allows less time to 
“live their lives”.  According to him, citizens 
who are able to walk or cycle to work are 
healthier and have a longer life expectancy. 
(Valletta, 2016)
His second rule is that designers must “make 
public life the driver for urban design’.  This 
is achieved by designing urban environ-
ments around public spaces such as parks 
and squares.  According to him, allowing 
people to interact in public spaces makes 
cities more exciting, interesting and safer. 
(Valletta, 2016)
His third rule is that designers must “de-
sign for multisensory experiences”.  Here, 
he makes special reference to public spac-
es.  People should not only drive past and 
see spaces; they should interact with them 
through visual, auditory, tactile and kinaes-
thetic means. (Valletta, 2016)
Rules four and five are that “Public transpor-
tation should be made more equitable” and 
that “Cars should be banned”.  The two rules 
support each other.  By making public trans-
portation more equitable, it would be used 
more often and vehicles would not clutter 
the city streets. (Valletta, 2016)
As a whole, Gehl believes that the introduc-
tion of motor cars have affected modern cit-
ies negatively.  Without them, cities would be 
more compact, friendlier, and safer.  The use 
of public transport allows citizens to travel 
long distances without isolating people. (Val-
letta, 2016)
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Jane Jacobs was not an architect or urban-
ist.  She was a journalist, but is well known 
for her influences on urban thinking from the 
1960s.  In her book ‘The death and life of 
great American cities’ she criticised the city 
planning of the time.  Much like Jan Gehl, 
she believed that urban life exists in city 
squares and sidewalks.  In order for these 
spaces to be safe and pleasant, they had 
to have certain qualities.  There had to be a 
clear distinction between private and public 
space, spaces had to be clearly visible from 
as many directions as possible and they 
needed continuous use by a variety of us-
ers.  (Jencks and Kropf, 1997)
According to Jacobs, public spaces, whether 
they were street facades, squares or public 
parks, had to be diverse and complex.  Di-
versity could be achieved by ensuring sev-
eral uses for the same space, introducing 
blocks of varying sizes and buildings that 
varied in age.  (Jencks and Kropf, 1997)
In summary, the urban structures of South 
African cities have been oversimplified by 
segregating them and giving each area one 
purpose.  The result is monotonous environ-
ments in townships for the poor. The house 
model was considered the most important 
object in the eyes of the urban designers of 
the time, leaving dead communal spaces 
within urban layouts that are difficult to read. 
The majority of Port Elizabeth’s population 
are situated outside the central city, and 
have to rely on public transport.  Creating 
social space within their urban structure that 
is pleasant could contribute to the identity, 
safety and complexity of the fabric and so 
serve the people of Bethelsdorp. 
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THEORY OF SUPPORTIVE DESIGN FOR HEALTHCARE FACILITIES
In his paper on the effects of interior design 
on wellness, Dr Rogers Ulrich explains the 
theory of supportive design for healthcare 
facilities.  Traditionally, health facilities were 
designed purely based on functionality with 
rooms big enough and doors wide enough 
to accommodate people’s needs, but with 
no regard to the effect that the environment 
has on the human psyche. Ulrich describes 
these facilities as psychologically “hard” as 
they are harsh in their communication and 
create a stressful environment for their pa-
tients, visitors and staff.  (Ulrich, p97, 1997)
Healthcare facilities tend to be stressful 
environments, as they are ‘nests of ill peo-
ple’.  The architecture and design of these 
facilities can be manipulated to minimise the 
amount of stress their inhabitants experi-
ence by “creating physical surroundings that 
are psychologically supportive” 
(Ulrich, 1997)  
Stress: A major obstacle to healing
There are two main causes of stress in pa-
tients, namely the illnesses (which can in-
clude physical pain, discomfort and fear), 
and their physical environment (which can 
be noisy, overcrowded or overexposed.  The 
stress that the patients experience has a 
negative impact on their wellbeing and their 
recovery, as high stress levels affect blood 
pressure, muscle tension and hormones. 
(Frankenhaeuser, 1980)
A big user group in in healthcare facilities is 
the staff (nurses and doctors).  Healthcare 
staff often work extended periods of time 
and under high pressure.  Positive design 
should not only be implemented for the pa-
tients, but also for staff.  The positive effects 
on staff will affect the productivity, effi ciency 
and quality of care given to patients. (Sund-
storm, 1986) 
Design rules to support coping with stress:
• He�l�� fa���i��e� �h��l� ��  r�i�� 
�bsta��e� t� c���n� �i�� s��es�, c�nt��� 
�ea���e� �ha� ��� �� ���m����e� 
s��e�s�r�, �n� ������� ad� t� ��� �ot �� 
��r��� ����es�. 
• He�l�hc��� ����r����nt� �h��l� 
�� �e�i��e� t� fa���ita�� ac�es� �� 
��po���� t� ��y�ic�� �ea���e� �n� so�i�� 
�i�ua�i�n� �ha� h��� s��es�-�e�u��n� 
��� ��n�e�
• T�r�e� �r��p� �h��l� �n��u�� 
pa���nt�, �i�it�r� �n� �e�l�hc��� st�� 
(Ulrich, p 99, 1997) 
People feel more at ease in their environ-
ment when: they have a sense of control 
over their physical environment, have ac-
cess to social support and have positive dis-
tractions to divert their attention.  
Control –
 It is part of nature to feel at ease when 
situations are under one’s control, or in the 
control of someone whom one trusts.  On 
the opposite side of the spectrum, people 
experience discomfort when they are not in 
control or have to rely on others, i.e. are not 
self-suffi cient.   Some studies have shown 
that lack of control can be associated with 
depression, passivity and reduced immune 
system functioning.  Examples of irritants 
that cannot be controlled by a patient are a 
predetermined channel on a television in a 
waiting hall or the temperature of a centrally 
controlled air-conditioned room. 
Social support – 
Dr Abraham Maslow, an American psycholo-
gist from the 1900s defi ned fi ve basic human 
needs that we all strive for within ourselves. 
He called them Maslow’s hierarchy of needs, 
in the following order: survival, safety, social, 
1
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esteem, and fulfilment.  The need to socially 
interact is considered as part of human sur-
vival, but along with interaction come rela-
tionships and the support.  (Wilson , 2009)
Studies in behavioural medicine have shown 
that individuals who have a good social sup-
port system, experience less stress com-
pared to those who lack or have low support. 
This can be seen in the recovery times of 
long-term patients.  Patients who see their 
families and friends more often or for longer 
periods of time have shorter recovery peri-
ods.  (Ulrich, 1997)  Therefore the architec-
ture of hospitals, especially interactive spac-
es such as waiting rooms and outside areas, 
should be arranged and designed in such 
a way as to encourage interaction amongst 
the inhabitants. 
Positive distractions in physical environ-
ments – 
Distractions can be anything that diverts a 
patients’ attention from their physical pain, 
and makes them focus on something ex-
ternally.  Distractions can be considered as 
positive or negative, depending on the effect 
that they have on someone’s emotions.  A 
good distraction would be one that calms 
someone down, while a bad distraction may 
stress a patient more, e.g. high pitched 
noises.  
Positive distractions are used to divert the 
patient’s attention from their thoughts and 
worries, and calm them down, thereby re-
ducing their stress. The use of windows 
has multiple benefits, especially if scenes of 
nature such as trees or water features can 
be seen from them.  Beside the benefit of 
natural sunlight, the connection to the exte-
rior has a positive influence on the psyche. 
(Ulrich, 1997)
Using nature as positive distraction – 
 Incorporating nature into the design of med-
ical facilities can have a positive influence 
on patients and staff.  Compared to views of 
concrete and city blocks, a visual connection 
to nature, in the form of water, trees and oth-
er natural forms reduces stress in patients 
and staff.  Studies have shown that views 
of man-made structures such as buildings 
have a negative influence on people, e.g. 
high levels of anxiety and depression. (Ul-
rich, 1997)
Another way often used to introduce nature, 
is by the use of aquariums or pictures or 
paintings of nature.  Some designers pre-
fer contemporary or abstract art, but Ulrich 
explains that in some instances, the wrong 
use of ‘distractions’ such as abstract art has 
evoked patients to go so far as to destroy art 
that made them uncomfortable.  As a rule, 
the safest approach to distracting patients is 
by pictures of calm but dynamic scenes, or 
by incorporating nature into the design. (Ul-
rich, 1997)
In his book, Biophilic Cities, Timothey Beat-
ly explains how and why nature could and 
should be incorporated into cities and archi-
tecture. 
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Beatley suggests that nature is essential for 
human survival, but not only for producing 
food. Interaction with nature is crucial if we 
want to be truly happy.  It relaxes, soothes, 
restores, inspires and uplifts us.  We should 
not avoid it, but rather make it part of our 
daily lives. 
Biophillia does not mean that buildings 
should be surrounded by nature, but rather 
that we should learn from nature and incor-
porate its lessons into our designs. There 
are no defi nite rules of biophilia, but its 
conditions suggest that we can incorporate 
green spaces in and around human spaces, 
to promote interaction with it, using multiple 
materials and textures, mimicking nature in 
designs; and expressing shapes and forms 
found in nature.  Examples in architecture 
are the use of vegetation on building roofs 
or walls, introducing natural lighting to inte-
rior spaces, and designing walls or roofs that 
“breathe” by letting air fl ow through them. 
(Beatley, 2011)
BIOPHILLIA
 
“Bi������i� �ug�est� �ha� ����� i� 
�� �v��u�i�n��� �n� �i�lo�ic�� ��e� 
f�� c�ntac� �i�� na����, 
���� ���� �� h��� �ec��� 
���� ������ a� �������n� �� c�� 
���� �i�h�u� i�. 
Na���� �� ��� ���e� i� ��  �p�i�n�� 
�u� e� �n�i�� . W� ��e� i� f�� ��� 
��� i�n�� �e�l�� �n� ����-���n�, 
�n� �� ��e� i� f�� �l��et��� 
�e�l�� a� ���� .” 
 
(Bea����, 20�1)
By learning from nature and incorporating it 
into the spaces with which people interact, 
keeps us connected to nature, which makes 
us innately happy. Plus, learning from ani-
mals and plants how to design, passive de-
sign becomes part of the architecture.
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PRIMARY HEALTHCARE AS TYPOLOGY
“He�l�� c����  �� � ��es�i�� �  �nc���, 
i� i� � ��nd���nt�� ��m�� �i�h�” 
 N�ls�� R����l��l� M�n��l�
Figure 2.1 Nelson Mandela quote 
“Healthcare in South Africa refl ects the coun-
try’s position as a blend of the First and Third 
Worlds: some public healthcare facilities in 
rural areas are very basic indeed, while some 
private facilities (and medical research) are 
cutting-edge, placing South Africa fi rmly at 
the forefront of medical advances.”
The healthcare system in South Africa is es-
sentially divided into two major categories, 
namely the public and the private sector. 
During the apartheid era (1950s to the 1990s 
to be specifi c), town planners structured 
South African cities according to the Groups 
Areas Act.  The entire population was divid-
ed into groups according to their skin colour. 
Non-white citizens were reallocated in set 
out areas on the periphery of towns and cit-
ies.  This structure remains clearly visible in 
cities and towns even more than 20 years 
after democracy. The majority of civil build-
ings erected during this time were in the city 
business districts, and benefi ted the ruling 
white minority.  
HEALTHCARE IN SOUTH AFRICA
Today, a large portion of South Africans still 
live in these regions along the periphery of 
the cities.  The majority of the population is 
either too poor to afford the expenses of big-
ger properties or healthcare, or else they are 
unemployed.  The government subsidises 
around 80per cent of the population in terms 
of housing and healthcare.   
The healthcare subsidised by the State is 
known as public health care.  The State allo-
cates a budget for each of the nine provinc-
es, which is then spent as needed. (Health 
Care in South Africa, 2012)
The private sector is also partially subsi-
dised by the government, but mainly serves 
the top 20 per cent of the population.  Be-
cause of the additional capital, the private 
sector can provide better and more special-
ised medical services than those generally 
found in the public sector.  (Health Care in 
South Africa, 2012)
Both these sectors include facilities ranging 
from general practitioners or clinics to large 
hospitals.  
2
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HEALTHCARE SYSTEM IN SOUTH AFRICA
Clinics
 provide PHC services
 Open 8h a day
Community Health Centres
 Provide PHC services
 24 maternity & emergency services
 Up to 30 beds for 48h care
 Procedure room (not theatre)
District Hospitals ( Level 1)
 24/7 comprehensive service
 Emergency care
 Operating theatre
 Chronic care
 Mental health
 Rehabilitation
 Pharmaceutical services 
 Reproductive health
Regional Hospitals (Level 2)
 All of the above
 24/7 provision for fi ve (5) of the 
 following:
  Surgery
  Medicine
  Orthopaedics
  Paediatrics
  Gynaecology
  Psychiatry
  Diagnostic radiology
  Anaesthetics
Tertiary Hospitals (Level 3) 
 All the services provided by 
 regional hospitals
 Specialist services
 Sub-specialist services
National Hospitals
Primary Health care Categories of hospitals
PHC services
 -Mother and child care
 -Immunisation
 -Family planning
 -STI treatment
 -Minor trauma care for chronic 
  diseases
Levels of the Medical Care System in South Africa
Clinics
Community Health centres
District Hospitals ( Level 1)
Regional Hospitals (Level 2)
Tertiary Hospitals (Level 3) 
National Hospitals
(Cullinan,2006)
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Primary healthcare
Clinics
Clinics are facilities with a range of primary 
health services.  They are generally only 
open on weekdays, for about eight hours a 
day. Certain staff may be required to stay at 
or reside near the facility to be available in 
the case of an emergency.
Community Health Centres
Community health centres provide all prima-
ry health services with the addition of 24/7 
maternity, accident and emergency servic-
es.  They home up to 30 beds for patients 
who need observation for two days. 
 
They have at least one procedure room to 
help patients, but no operating theatre.  If an 
operating theatre is needed, patients are re-
ferred to a hospital.
Primary health 
services are generally run by nurses, 
with the aid of doctors if needed.
Hospitals
District Hospitals
District hospitals are Level 1 facilities that 
offer a range of outpatient and inpatient 
services 24/7.  They can accommodate be-
tween thirty and two hundred patients (beds) 
with a 24h emergency service and an oper-
ating theatre. 
This is the fi rst level of referral and gener-
al staff (general practitioners) are available 
with access to basic diagnostic and thera-
peutic services.  Services such as x-rays 
and laboratory tests are also available.  
Regional Hospitals
Regional hospitals are Level 2 facilities that 
provide the services of general practitioners 
and specialists. They offer all of the facilities 
provided by district hospitals, with the addi-
tion of a blood bank and at least fi ve (5) of 
the following specialties: surgery, medicine, 
orthopaedics, paediatrics, obstetrics and gy-
naecology, psychiatry, diagnostic radiology 
and anaesthetics.
Tertiary Hospitals
Tertiary hospitals provide specialist and sub-
specialist care over and above those provid-
ed by regional hospitals.  They are the hos-
pitals used for training medical practitioners 
and for research.  
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HEALTHCARE SYSTEM IN PORT ELIZABETH
Home
Informal business 
Playground
Public open spaces
50 m 200 m 400 m 500 m 800 m 1 000 m 1 500 m 2 000 m
Corner shop
Meeting place
Creche
Play area
Sports fi eld
Primary school
Market
Neighbourhood centre
Formal business zone
Public transport Health clinic
Park
Local centre
Activity corridor
Community centre
Secondary school
Major sports fi eld Business support centre
Municipal offi ce
Main centre
Community hospital
The Nelson Mandela Bay Municipality pub-
lished a Sustainable Community Planning 
Guide in June 2007 in which they set up 
guidelines to achieve a more sustainable 
and integrated Mandela Bay.   The Guide in-
cludes their aims for essential services such 
as water and electricity, transport infrastruc-
ture, telecommunication services, educa-
tion, social services, and health services.
Health services can be divided into three es-
sential groups, namely clinics, community 
health centres, and hospitals.  
Clinics tend to provide preventative and 
primary care: day hospitals (also known as 
community health centres) are sited between 
clinics and hospitals and provide more and 
more specialised services than clinics, but 
cannot accommodate as many people or 
provide as specialised services as hospitals.
Apart from public health facilities, some in-
dividuals prefer home care which is carried 
out by health workers or nurses caring for 
patients in their homes.  This is not as com-
mon as the public facilities, because of the 
fi nancial implications.  
To minimise health risks and injuries in the 
low income environments, preventative 
health education, monitoring systems and 
public safety measures are recommended. 
General population guide:
• Mobile clinics are ideally within 500m  
 walking distance, and are adjacent 
 to primary schools, retail areas or  
 community centres.
• Health clinics serve 1 000 – 15 000  
 citizens within a 1,2 km distance and  
 are accessible by foot and public   
 transport.
• Day hospitals serve 65 000 – 
 110 000 citizens, and must be 
 accessible  by foot and public 
 transport.  
(Nelson Mandela Bay Municipality, 2007)
2
.2
.2
Figure 2.2 Home to facility traveling distances in Nelson Mandela Bay Figure 2.3 Asclepeion plan 34
EVOLUTION OF HEALTHCARE FACILITIES
The facilities in which the ill have been 
cared for and cured have developed over 
more than 2000 years, starting at their own 
homes and bath houses in the years before 
Christ, to monasteries of 400 AC, to the high 
rise towers of recent years.  Below follows 
the evolution of plan types, what infl uenced 
these changes and a short description of 
each type.  The timeline is divided into four 
eras: the Origins to the middle Ages, Re-
naissance to the Enlightenment, the Nine-
teenth to the Twentieth century and later. 
ORIGINS TO THE MIDDLE AGES
Square Asclepeion Some say that the origin of modern (ra-
tional) medicine was found in the 5th cen-
tury BC, but the Hippocratic physicians 
(Greek doctors) cared for patients at their 
homes. The Asclepeion were the fi rst exam-
ples of home for the ill.  They were found 
in the 4th century BC and named after As-
clepius, the Greek god of medicine.  They 
were strategically place to serve the un-
well.  Patients would often sleep over (“in-
cubation”), and in the morning explain their 
dreams to a priest who would soothe their 
suffering.  (Lacanna, 2014) (Risse, 1990)
The Asclepeion at Permagon was one of the 
biggest in ancient Greece measuring 130 m 
by 110 m.  It was not only a home for the sick, 
but served several purposes.  It had a theatre 
to the north, and the eastern wing consisted 
of a temple, library and a double-storeyed 
treatment building.  In the middle of the 
complex were mud baths and pools, which 
were connected to the treatment building by 
means of an 80 m tunnel.   (Lacanna, 2014)
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Figure 2.3 Asclepeion plan 
Plans Conditions Explanations   
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RENAISSANCE TO THE ENLIGHTENMENT
The birth of Christianity saw a change in the 
health centre typology.  The emphasis of tem-
ple rituals was replaced by rational thinking 
and medicine.  At fi rst, hospitals were only 
used for soldiers, but after the Council of Ni-
cea in the 4th century, every bishopric and 
monastery provided a guesthouse (“Xeno-
dochi”) for pilgrims, the ill, and poor people. 
This was the result of the Christian values of 
modesty and aspirations to follow Christ’s ex-
ample of the Good Samaritan.  (Cilliers, 2002)
The fi rst medieval hospitals were regard-
ed as places of suffering and death.  The 
strong link to spirituality could be seen in 
the planning and architecture.  Much like 
the churches, the nursing homes were laid 
out in a cruciform with a nuns’ station in the 
central crossing and an altar at the end. 
The altar could ideally be seen by all pa-
tients, reinforcing the centrality of Christ in 
the institutions.  The crucifi x plan provided 
natural sunlight into the rooms and pleas-
ant views of courtyards. (Lacanna, 2014)
During the Renaissance hospitals became 
less the responsibilitiy of churches and more 
that of nobility.  The onset of the plague (Black 
Death) in 1346 killed thousands of people in 
Europe in less than ten years.  The planning 
of the new institutes indicated similar plan-
ning principles to those of the Middle Ages, 
but with higher regard for hygiene.  The hospi-
tal  Cá Granda in Milan is one such example.
The hospitals were much bigger and divided 
into separate wings for the different needs 
of patients.  Two square halves were sepa-
rated by a central courtyard with a church 
in the middle.  Each square quadrangle 
contained four crossing wards with court-
yards, much like those of the Middle Ages. 
The main issue in design was hygiene, 
which is why the spaces were designed to 
provide fresh air by means of good ventila-
tion and natural lighting.  (Lacanna, 2014)
ORIGINS TO THE MIDDLE AGES
Crucifi x Monasteries 
Mirrored Crucifi x Hostels
Figure 2.4 Crucifi x plan
Figure 2.5 Mirrored Crucifi x plan 36
RENAISSANCE TO THE ENLIGHTENMENT
NINETEENTH TO THE TWENTIETH CENTURY
Despite the intentions of good hygiene, the 
hospitals were overcrowded and diffi cult to 
ventilate.  The poor living conditions in hospi-
tals led to a revolution of healthcare in France 
during the late 18th century.  Two new plans 
were devised, namely the radial plan accom-
panied by the more popular pavilion typolo-
gy.   The circular typology was based on the 
idea of different wards, radiating from a cen-
tral point.  The courtyards between wards 
provided better circulation than the Renais-
sance hospitals.  The dimensions were care-
fully calculated based on the patients’ needs. 
  
The Hôtel-Dieu in Paris was designed with 
sixteen spokes, and was so large it could ac-
commodate 1 200 patients.  The focal point 
of the hospital was a chapel located in the 
centre of the main courtyard. (Kuilman,2013)
Oval Hospitals  
The opinions of Florence Nightingale (Lady 
with the Lamp) were highly regarded and 
applied to the pavilion type.  She reported 
that patients did not receive enough natural 
sunlight, fresh air, space or clean water, or 
most importantly supervision.  In order to 
provide this, vast open spaces were needed 
to accommodate the open space required. 
Pavilion Typology The pavilion typology required double the 
amount of the open space between wards 
than the height of wards, a division between 
men and women, fl oor-to-ceiling windows 
and well ventilated, if not open, staircase. 
Each ward was allocated a specifi c purpose, 
and subdivided into smaller units, a model 
which is still used today.  A central corridor was 
used to connect the wards and so facilitate 
regular inspections.  The large footprint of the 
typology resulted in hospitals being located 
on the periphery of cities.  (Lacanna, 2014)
Figure 2.6 Oval hospital plan
Figure 2.7 Pavilion typology plan 37
After the discovery that bacteria was the 
cause of most illnesses and the accidental 
discovery of penicillin in 1928, doctors real-
ised that bad odour was not as relevant as 
they had once thought.  This meant that the 
typology of detached wards spread out far 
apart could be replaced by a more compact 
layout.  Hospitals remained amalgamations 
of separate wards, like previous models, 
except that the use of elevators allowed 
wards to be stacked above one another 
while allowing natural ventilation through the 
rooms.  The footprint of hospitals shrank, al-
lowing them to be incorporated into the ur-
ban environment of cities. (Lacanna, 2014)
This changed shortly after the Second 
World War.  Post-war hospitals were (in a 
way) fortresses and located outside cities. 
They were bulky and sealed, keeping the 
ill in.  There were three forms of fortresses: 
the “H”, “T” and “K” plan forms.  The stems 
of the letters each represented a different 
function.  In the “H” form the fi rst wing held 
the nursing units, the second wing held the 
outpatient units, and the crossing bridge the 
treatment units.  The “T” form hospitals were 
divided in half, the left for men and right for 
women.  The horizontal wing held wards for 
patients, while the vertical wing held treat-
ing units.  The “K” form was also divided into 
sections for men and women in the two diag-
onal wings, and the vertical wing was dedi-
cated to treatment units.   (Lacanna, 2014)
The fortress typologies were developed 
and adapted into the “tower and podium” 
typology.  The tower and podium typology 
consisted of a low rise platform (podium) 
dedicated to outpatients and treatment 
units under a high rise tower for nurs-
ing and accommodatingfor patients who 
needed long-term care.  (Lacanna, 2014)
NINETEENTH TO THE TWENTIETH CENTURY
Tower on Podium Typlogies
H, T & K Fortress Typologies
Figure 2.8 H, T & K Fortress typology plans
Figure 2.9Tower on podium isometric 38
Even though most of these hospitals were 
able to serve their purpose as healing 
places for the ill, modernist hospitals were 
standardised.  Their designs were primar-
ily based on maximising their effi ciency, 
resulting in large “isolated monoliths” (La-
canna, p.8, 2014) which were diffi cult to 
manage and maintain. (Lacanna, 2014)
New hospitals of the 21st century are regard-
ed as a combination of previous models.  They 
are smaller and are integrated into the urban 
fabric.  They are designed in such a manner 
so as to allow future extensions, and are fl ex-
ible in their layouts.  The foremost concern 
is circulation for patients.  The Renaissance 
regard for gardens and courtyards was rein-
corporated after the discovery of their posi-
tive infl uence on patients and medical staff. 
(Lacanna, 2014)
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Figure 2.10 Summary of plan progression 39

NATURE OF COMMUNITY HEALTH CENTRES
FUNCTIONALIST TYPOPOGY
The design of majority of primary healthcare fa-
cilities in South Africa today is purely based on 
functionalist concerns.  The designs do not show 
a regard of the psyche for those vulnerable pa-
tients who use the facilities.  This results in cold 
and uninviting architecture that makes the user 
feel unwelcome.  
These facilities are generally characterised by 
their single-storyed brick façades and simple 
pitched roofs.  The plans are generically of a lin-
ear form with wings leading off them, or a mo-
notonous building arranged around an array of 
courtyards, which cannot be used as their sole 
purpose is natural light.
An example of this planning is the Motherwell 
Community Centre in Port Elizabeth.    
PLAN TYPOLOGIES
Health care facilities consist of a wide range 
of types, from large hospitals to community 
centres, and to small clinics.  Learning from 
older models, new plan typologies appear to 
have four main forms, namely the function-
alist, campus, oasis, and monument typolo-
gies.  Each typology is discussed below with 
an example.
Project: Motherwell CHC
Location: Motherwell, Port Elizabeth
Architect:  Stauch Vorster Architects
Year: Unknown
3
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Figure 3.1 Functionalist typology isometric
Figure 3.2 Motherwell MOU entrance 
Figure 3.3 Motherwell Community Health Centre plan 
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CAMPUS TYPOLOGY
The campus typology describes a collection 
of buildings which together form one unit. 
Each building represents a different function 
and the spaces between are used as open 
courtyads or transition spaces. 
An example of this is the Symphony way 
Community Day Centre in Delft, Cape Town. 
The building communicates a clear design 
decision to differentiate between the dif-
ferent facilities the centre offers by placing 
each medical function in its individual “box”, 
all of which open onto these, the communal 
spaces being the main waiting area and the 
main courtyard. 
Project: Community Day Centre 
Location: Delft, Cape Town
Architect: Carin Smuts
Year: 2011
Figure 3.4 Campus typology isometric
Figure 3.5 Campus typology isometric
Figure 3.6 Delft Community Day Centre plan43
OASIS TYPOLOGY
The oasis typology describes a building type 
that crates a form of sanctuary. This ap-
proach creates an environment which makes 
the user feel safe and disconnected from the 
‘outside world’ while making a strong con-
nection to nature. 
An example of this is the Nepeal Mental 
Health Centre
The extension does not follow the traditional 
orthogonal plan associated with medical fa-
cilities, but rather makes use of odd angles 
to make a strong statement in its environ-
ment. The building divides the site up into 
multiple zones which create the courtyards 
onto which the rooms open up.  This facil-
ity does not only make use of windows to 
connect to nature, but a connection is also 
facilitated by the green exterior walls along 
the building’s base.  When inspected more 
closely, the texture of the green walls also 
resemble that of plants.
Project: Nepeal Mental Health Centre
Location: Nepeal, Australia
Architect: Woods Bagot
Year: 2014
Figure 3.7 Oasis typology isometric
Figure 3.8 Nepeal Mental Health Centre aerial 
photograph 
Figure 3.9 Nepeal Mental Health Centre plan 44
MONUMENT TYPOLOGY
The monument typology is one that is not of-
ten seen in community medical facilities, but 
rather large hospitals and aims to make a 
statement.  This strategy is used to create a 
beacon in its environment.  The plan shape 
tends to be purely geometric to strengthen 
its sense of presence.  It also tends to lack 
human scale, but consists rather of multiple 
floors to rise above its context. 
An example of this is in smaller scale is the 
emergency and infectious diseases clinic in 
Malmö, Sweden.
The clinic is designed to be a prominent fig-
ure within its context.   It is a cylindrical build-
ing that stands seven storeys high, com-
pared to its double storeyd neighbours.  The 
primary colour chosen to express the struc-
ture and circulation of the building catches 
the eye of civilians.  
(du Preez, 2016)
Project: Emergency and infectious diseases 
    clinic
Location: Malmö, Sweden
Architect: LINK arkitektur, CF Möller
Year: 2011
Figure 3.9 Nepeal Mental Health Centre plan 
Figure 3.10 Malmö Infectious Clinic from far
Figure 3.11 Malmö Infectious Clinic street view
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The following section aims at learning from 
the works of others.  The fi rst three prec-
edents are South African and the last one 
is from Kuwait in the Middle East.  Each of 
these is explored with regard to the following 
criteria: connection to the community, circu-
lation type, positive distractions such as the 
use of natural elements and colour and pas-
sive design strategies.  
In order to understand the criteria, circula-
tion types, positive distractions and methods 
of passive design are explored fi rst. 
 
The circulation type (or layout) of commu-
nity health centres appears to have two main 
categories, namely centralised or dispersed. 
Centralised circulation refers to patients all 
coming together in a central location before 
they move to the department that special-
ises in their need.  In this method of plan-
ning, a patient will receive their medical re-
cords from the main records room and wait 
in a main waiting area, and then move to the 
special department.  
Dispersed circulation takes place when 
there is no central waiting area or record 
room.  Patients enter the centre and move 
directly to the specifi c department.  Each de-
partment has its own record room. 
The theory of positive distractions indicates 
that the use of green spaces and colour con-
tributes to less stressful environments.  
The connection between built form and 
green spaces have four main forms: object 
in nature, building versus nature, enclosing 
nature and composite.
An object in nature is a building that is sur-
rounded by openness and lacks a relation-
ship with its surroundings.  It does so either 
to make a statement of presence or to re-
tract from its surroundings. 
Building vs nature is an approach used to 
enforce presence.  There is a strong con-
trast between the natural and the built form. 
This approach is often seen in Renaissance 
urban planning. 
Enclosing nature tends to have a hard edge 
towards its exterior but opens up into an 
internal courtyard (or courtyards).  These 
buildings are often fortifi cations and have in-
ternalised programmes, e.g. prisons. 
Centralised circulation
Dispersed circulation
ANALYSIS OF PRECEDENTS
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Figure 3.12 Circulation types diagrams
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object in nature
buidling vs nature
enclosing nature
composite
Composite is a combination of the other 
forms. There the threshold between interior 
and exterior is blurred. It communicates an 
internal programme, while the building con-
nects with its outside environments. 
Colour is often introduced in healing en-
vironments for a softening effect and calm 
the inhabitants down.  The choice of colour 
is critical.  The wrong colours could act as 
stressors instead of calming infl uences.  
Colours and colour groups tend to have cer-
tain effects on people’s emotions.  Warm col-
ours, such as red, orange and yellow, evoke 
emotions ranging from warmth and comfort 
to feelings of anger and hostility.  
Cool colours, such as blue, green and pur-
ple, tend to have a calming effect but can 
also make people feel sad.  Brighter colours 
tend to have stronger effects than soft col-
ours, but are more likely to have a negative 
impact on people’s emotions.  (Cherry, 2017)
Figure 3.14 indicates the psychological ef-
fects of certain colours. 
Figure 3.13 Built form vs green spaces diagrams Figure 3.15 Psychological effects of colours illustration 47
Figure 3.16 Passive design illustration 
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Passive design
Many architects believe that if they design 
buildings with solar panels and use water 
tanks, they design environmentally friendly 
(or green) buildings, but there is much more 
to environmental conscious design than that. 
Environmental continuous take services into 
account along with passive design methods 
to minimise their running costs.  
Environmental problems that are engaged 
with through passive design are the follow-
ing:
 air temperature,
air movement,
 humidity control, 
solar radiation, 
sound and 
light.  
It is done by means of the following: 
site selection,
building orientation,
orientation, 
planning,
construction ,
landscaping and
mechanical and electrical equipment.  
(Allen, 2012)
Figure 3.17 Passive solar design strategies49
HERMANUS COMMUNITY HEALTH CENTRE
Location: Zwelihle Township, Hermanus
Architect: Gallagher Lourens Architects
Year: 2014
The Hermanus Community Health Centre 
is located in the Zwelihle township of Her-
manus, Western Cape.  The centre is lo-
cated within a kilometre of the town’s medi-
cal district, but offers basic medical care for 
those who do not need hospitals yet. It was 
built to replace three smaller clinics and of-
fer a holistic care.  It does not include all of 
the facilities often seen in community health 
centres, because it is in such close proximity 
to a public hospital.  The services that it pro-
vides include acute and chronic care, mother 
and child services, infectious disease care, 
oral health care, physical rehabilitation, and 
a pharmacy. (Digital, 2014)
Hermanus
CHC
Hermanus medical distric
Hermanus CHC
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Figure 3.19 Hermanus CHC location 
Figure 3.18 Map of Hermanus 
Figure 3.20 Hermanus CHC plan 50
The circulation of the building is based on 
the centralised model.  The main entrance to 
the centre is from Stardam Road.  The main 
waiting area is located just off the main en-
trance and feeds the records room and cen-
tral pharmacy.  Patients have to wait there to 
receive their medical records before travel-
ling to the department that they need. (Pe-
terson, 2014)
The Centre is a plastered brick structure 
with clip-lock roof structure and vinyl floors. 
Most of the centre is white, with accents of 
timber on the exterior.  To prevent the space 
from appearing too sterile and unwelcoming, 
some walls are painted in varying shades 
of yellow.   The centre itself is surrounded 
by green space, but opens onto the street. 
Natural lighting is achieved with courtyards 
located between movement spaces and dif-
ferent departments.  The individual waiting 
areas within each departments are empha-
sised by double volume skylights that face 
north. 
The large volume spaces above the highly 
populated waiting areas are ventilated and 
natural sunlight is provided by means of sky-
lights.  The front entrance where the help 
desk is located is covered by a roof garden. 
The use of secured large green spaces 
around the Centre allows for windows to be 
opened without jeopardising security. 
Figure 3.21 Hermanus CHC plan 
Figure 3.22 Hermanus CHC green space
Figure 3.23 Hermanus CHC green roof and skylight 
Figure 3.24 Hermanus CHC main waiting area skylight
Figure 3.25 Hermanus CHC hallway seating 
Figure 3.26 Hermanus CHC inspection room finishes
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DU NOON COMMUNITY HEALTH CENTRE
Location: Du Noon Township, Cape Town
Architect: Martin Kruger Architects & Urban  
      Designers
Year: 2015
The Du Noon Community Health Centre is 
located along Rostdam Road (M5), in the 
industrial area, just south of Du Noon Town-
ship, Cape Town.  The Centre provides a 
wide range of facilities including an emer-
gency unit, x-ray unit, midwife obstetric unit 
(MOU), dentistry, infectious and chronic 
disease units, rehabilitation, a mother and 
child unit, and a pharmacy.  The emergency 
unit and MOU are 24/7 units.  The build-
ing relates to its surroundings by using the 
same construction and aesthetic techniques 
of concrete walls, steel roofs and chimney 
stacks.  Despite the industrial language, the 
building welcomes pedestrians with a front 
court with trees and benches. (Viviers, 2015)
Cape Town
Du Noon
Du Noon CHC
Du Noon
Sunridge
Figure 3.29 Du Noon CHC location 
Figure 3.28 Cape Town aerial view 
Figure 3.27 Du Noon CHC plan
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The circulation of the centre is strongly based 
on the centralised model.  Even though visi-
tors can enter the Centre from both the front 
(pedestrian) entrance and from the parking 
lot, the building is designed as a central wait-
ing area.  The architect compares the plan to 
a spider. The individual units all radiate from 
the central waiting area.    
Because the building is located within an in-
dustrial area, natural elements are internal-
ised.  A central courtyard is located just past 
the pedestrian entrance and feeds into the 
main waiting area.  Each department is also 
designed around its own courtyard that can 
be seen from its circulation spaces. Most of 
the building is white to create a calm and 
‘clean’ environment.  The starkness of the 
white is broken with bright red accents in the 
front façade and strategic walls e.g. in the 
main waiting space.  
The complex is designed to maximise airfl ow 
through spaces.  The highly populated cen-
tral waiting area is a double volume space 
with a false ceiling and large roof overhangs 
to force hot air out and maximise airfl ow 
through it.  
Figure 3.30 Du Noon CHC 3d model Figure 3.32 Du Noon main courtyard 
Figure 3.31 Du Noon entrance plaza Figure 3.33 Du Noon main waiting area
Figure 3.34 Du Noon thermal section53
Location Delft Township, Cape Town
Architect: CS studio Architects
Year: 2011
Delft is a township located just east of the 
Cape Town international airport, along the 
R300.  The Delft Symphony Way Commu-
nity Day Centre is located just off Symphony 
Way, one of Delft’s main movement arter-
ies. The centre consists of an infections and 
disease unit, trauma care unit, rehabilitation 
centre, mother and child centre, dentistry 
and a pharmacy.  The irregular shape and 
extensive use of mosaics make the centre 
stand out from its context.   Some might say 
that the building’s expression shows little re-
gard to its surroundings, but focuses on an 
‘African identity’.
DELFT SYMPHONY WAY COMMUNITY DAY CENTRE
Cape Town
Delft
EQUITY STUDIO 
(PTY) LTD
Address: 64 Ocean View Drive  .   Seapoint   Cape Town  .  Tel: 021 433 1330 
Fax: 021 433 1334   .   Email: csstudio@mweb.co.za  .  www.csstudio.co.za
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Figure 3.37 Delft CDC location
Figure 3.36 Cape Town aerial view 
Figure 3.35 Delft CDC plan
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The circulation of the Centre is based on 
the dispersed model.  Even though there 
is a central waiting area, each unit has its 
own records room.  The departments are 
expressed as independent units through the 
juxtaposition of their layout and the use of 
translucent roof cover between them.  
The complex is designed around a central 
courtyard with an outside amphitheatre at its 
end.  The spaces between departments are 
used as courtyards or gardens. The build-
ing has a strong ‘low tech’ expression. The 
exterior of the complex is mainly face brick, 
except for the plastered front entrance that 
is decorated with mosaics.  The interior walls 
are all plastered and painted in a variety of 
colours.  The translucent roof panels above 
the circulation spaces are held up by thick 
gum poles.  
The main waiting area is given hierarchy 
with a roof that is much higher than any oth-
er in the complex.  The high roof allows sun-
light to penetrate the space from the central 
courtyard to its north and the translucent 
roof materials above the circulation spaces 
allow natural sunlight through without cre-
ating glare.  The open spaces between the 
departments allow natural ventilation around 
and through the complex. 
Figure 3.38 Delft CDC aerial view
Figure 3.39 Delft CDC front entrance
Figure 3.40 Delft CDC 3D model
Figure 3.41 Delft CDC internal mosaics 
Figure 3.42 Delft CDC sections55
KUWAIT NEW SULAIBIKHAT MEDICAL CENTER
Location: Sulaibikhat Camp, Kuwait City,  
      Kuweit, Middle East 
Architect: AGi Architects.
Year: 2014
The Ali Mohammed T. Al-Ghanim Clinic was 
designed in 2011 and has won several in-
ternational awards in medical architecture. 
The centre is located west of the main city 
in a residential area that was used by British 
troops before the 1960s.  The area is cur-
rently being used as a middle income resi-
dential area with its own civic centre. (En.
wikipedia.org, 2017)  The building resem-
bles a monolithic fortress with high walls to 
protect it from vandalism and to maximise 
its privacy.  The building takes up the entire 
site, so makes use of perforated screens to 
allow natural light into its internalised court-
yards.  (España, 2015)
Kuweit
Egypt
Mediterranean Sea
Red Sea
Kuweit
Kuwait New Sulaibikhat Medical Center
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Figure 3.48 Kuwait Medical Center plans
Figure 3.47 Kuwait Medical Center location
Figure 3.46 ait Medical Center district location
Figure 3.45 Kuweit location
Figure 3.44 Middle East aerial view 
Figure 3.43 Northern Africa aerial view 
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The circulation of the building is based on 
the dispersed model.  The entrance foyer of 
the building has an information desk where 
patients can find out where they have to go. 
Each department seems to have its own 
waiting area and reception desk.  It is safe to 
assume that medical records are kept digi-
tally, so there is no need for record rooms. 
The circulation routes do not follow straight 
lines, as seen in the South African models, 
in order to avoid the traditional hospital cor-
ridor stigma.  
The expression of the entire building is that 
of enclosure.  The exterior walls are dark 
concrete walls, resembling pierced perfo-
rated golden boxes that allow light through. 
The light that pierces the gold panels cre-
ates patterns in the interior spaces, which 
has a calming effect on the inhabitants.  The 
interior of the building is clean, with white 
finishes and accents of colour.  Each depart-
ment is allocated its own colour scheme to 
help patients to navigate through the build-
ing.  Within the complex irregularly shaped 
green spaces are created, onto which the 
circulation spaces and offices open up.  
  
The thick exterior walls with limited direct 
sunlight into the building prevent the interior 
spaces from overheating.  The use of natural 
elements and shading devices allows air to 
flow into and through the building to cool it 
down. 
Figure 3.49 Looking up from courtyard
Figure 3.50 Internal view of centre Figure 3.51 Light filtering through mesh
Figure 3.52 Front façade of Kuwait Medical Centre57
CONCLUSION
An understanding of community-based 
healthcare facilities helps to understand the 
context in which these facilities are found 
and the approach that has been taken in de-
signing them.  
Community healthcare facilities are com-
munity-based facilities that serve the lower-
income bracket of South Africans.  They are 
usually found in township environments, on 
highly integrated movement arteries to make 
them more accessible for a large number of 
citizens. The citizens who do not have ve-
hicular access to them make use of public 
transport or by foot. 
Because of their size and their purpose in 
serving their community, these centres are 
often used as catalysts in monotonous envi-
ronments of predominantly low-rise residen-
tial buildings.  The aesthetics of the buildings 
have to respect their surroundings, which is 
often achieved in their tectonics. 
Because of the fi nancial constraints of the 
facilities, natural passive design is a high pri-
ority.  This is achieved by the use of court-
yard spaces and the manipulation of form, 
for example, mono-pitched roofs that allows 
natural lighting to penetrate deeper into 
communal spaces and hot air to escape.
The stressful nature of the building’s pro-
grammes encourages the use of positive 
detractions such as courtyards, a mix of tex-
tures and colour.  The tectonic of the building 
will be of raw materials that are true to their 
nature with a high regard for its surround-
ings.  The building will be designed to be 
an oasis within its unforgiving environment 
by opening spaces onto courtyard spaces 
that allow natural ventilation and sunlight 
through the building.  The use of colour will 
be carefully considered to create a calm and 
welcoming environment. 
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NATURE OF BETHELSDORP
UNDERSTANDING TOWNSHIP ENVIRONMENTS
4
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Figure 4.1 Repetitive RDP housing 
Figure 4.2 Informal shacks 60
TOWNSHIP STRUCTURE
General characteristics
South African townships were the result of 
the Group Areas Act of 1950.  The major-
ity of the population was moved from city 
or town centres and relocated to the town-
ships, which were remote residential areas 
along the periphery of the cities and towns.  
The large (and growing) number of resi-
dents needed big open spaces to allow for 
the number of houses that were built.  The 
RDP houses that were built by the govern-
ment and private ‘shacks’ built by residents 
are endemic to the townships.  According 
to Dewar and Uytenbogaardt (1991), the 
townships were planned based on the RDP 
housing model to maximise the number of 
houses in the designated areas. The public 
spaces were located in the ‘leftover’ spaces 
between the housing schemes.  As a result, 
the townships have little structure, appear 
monotonous and are diffi cult to navigate 
through.  
Structure
The urban structure plan of cities consist the 
following of six main form types:
  
  organic,
  gridiron,
  irregular/ loose grid,
  lollipops and loops,
  lollipops on a stick,
  
  radial, and
  combination.
The most common planned plan type seen 
in South African townships is the gridiron, 
which was infl uenced by the modern move-
ment.  When the typography does not allow 
a gridiron form, lollipops are used.  A large 
portion of townships consist of informal 
shacks and lack form.  
Built form
A large majority of the buildings in townships 
are housing.  Government-built (RDP) hous-
es are small, take up large areas of land, 
and create monotony in the landscape be-
cause they are repetitions of approximately 
40m2 brick or block houses of similar colour. 
Residents often repaint and decorate the 
houses, but the repetition of form preserves 
the monotony.  
People who cannot afford RDP housing 
build their own informal houses in ‘left over’ 
spaces adjacent to, and in, townships.  The 
informal shacks are built from materials that 
can be found in the area or are stolen from 
nearby sites, for example corrugated sheet-
ing and timber.  
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Figure 4.3 Urban plan structures 61
PLACE MAKING ARCHITECTURE IN TOWNSHIP ENVIRONMENTS
UBUNTY CENTRE
Port Elizabeth
THUSONG SERVICE CENTRE
Cape Town
ALEXANDRA HERITAGE CENTRE
Johannesburg
Many public facilities in townships that were 
built after 1994 are generally designed to 
stand out from its context, to help create 
beacons in a monotonous environment.  
Some issues that have to be acknowledged 
when designing in in township environments 
are the tendency for violence, burglary and 
vandalism.  Designers have to design in re-
sponse to this and still create positive com-
munity spaces that interact with the street 
spaces.  
The aesthetic of these buildings is often a 
challenge for architects.  The socio-econom-
ic issues of the context have to be acknowl-
edged for community to accept the facilities, 
but have to stand out from their context to 
create beacons.  
The following examples are analysed in 
terms of how this has been achieved in Port 
Elizabeth, Cape Town and Johannesburg. 
Each example is discussed with regard to 
its setting, how it relates to its context and 
safety measurements.  
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Figure 4.4 Ubuntu Centre entrance 
Figure 4.5 Thusong Service Centre night photograph
Figure 4.6 Alexandra Heritage Centre street view
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Ubuntu Centre
Location: Zwide Township, Port Elizabeth
Architect: Field Architecture
Year: 2010
The Ubuntu Centre is a community cen-
tre located in the Zwide Township north of 
Port Elizabeth.  The Centre is surrounded 
by RDP housing that has been developed 
by the residents, but contributes to the hi-
erarchy of the block in it which sits, which 
includes a library, community health centre 
and small retail stores.   
The Centre stands three storeys high, pro-
jecting high above the roofs of the single-
storeyed surrounding buildings.  The shape 
of the building is based on the movement 
paths across the site.  The movement paths 
have been preserved so as not to disrupt 
the movement of those who need the facil-
ity.  The paths are surrounded by individual 
concrete structures that have been placed 
between the movement paths. 
The tectonic of the building is based on the 
‘low tech’ construction of its surroundings. 
The individual forms consist of folded con-
crete that open to the street spaces.  The 
large panels of glass are protected by gum 
poles that act as both shading devices and 
as burglar bars.  (ArchDaily, 2011)
Swide
Port Elizabeth
Ubuntu centre
Figure 4.7 PE aerial view
Figure 4.8 Ubuntu Centre street view
Figure 4.9 Ubuntu Centre location
Figure 4.10 Ubuntu Centre plan
Figure 4.11 Ubuntu Centre during sunset
Figure 4.12 Ubuntu Centre interior
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Thusong Service Centre
Location: Khayelitsha Township, Cape Town
Architect: ACG Architects and Development  
      Planners
Year: 2007
The Khayelitsha Service Centre, also known 
as the Khayelitsha CBD Multipurpose Cen-
tre, is an indoor sports centre that includes 
boardrooms and gaming facilities for the 
youth of Khayelitsha.  The facility is located 
in the CBD of Khayelitsha, and includes a 
magistrate’s court, shopping centre and the 
offices of the Department of Home Affairs. 
The CBD of the township is surrounded by 
low-rise RDP housing.  
The facility sits along the main road of 
Khayelitsha, but has no buildings on either 
side of it.  The bareness of its surroundings 
makes the ‘clean’ double-storeyed structure 
a focal point along Walter Sizulu Road. The 
tectonic of the building is ‘low tech’ with high 
quality materials.  The majority of the struc-
ture is bare concrete, with accents of stone, 
steel and timber.
The building is set away from the main road 
so it could be seen as an object and not a 
façade type building. The pedestrian path 
that starts in front of the magistrate’s court 
runs along the side of the centre so it could 
be entered from three different directions, 
depending how users want to use it.  The 
visibility within its context, but disconnect 
from pedestrian movement contribute to the 
building’s security without erecting a fence 
around it.  
Cape Town
Khayelitsha
Thusong service centre
Hospital
Figure 4.13 Ubuntu Centre interior
Figure 4.14 Ubuntu Centre interior
Figure 4.16 Ubuntu Centre interior
Figure 4.17 Ubuntu Centre interior
Figure 4.18 Ubuntu Centre interior
Figure 4.15 Thusong Service Centre location
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Johannesburg
Alexandra
Alexandra heritage centre
Alexandra heritage centre
Location: Alexandra Township, 
      Johannesburg
Architect: Peter Rich
Year: 2005
Alexandra is a township north of Johan-
nesburg with a strong grid street structure, 
but is covered with informal housing.    The 
Interpretation Centre is a tribute to Nelson 
Mandela, former president of South Africa. It 
is located across the street from his home in 
Alexandra, and forms a bridge over Hofmeyr 
Street.  It consists of a bridge that connects 
a three-storeyed and a two-storeyed struc-
ture.  The Centre provides an interpretation 
hall for the area, a jazz archive, a library, 
shops and a restaurant. 
The multiple-storey bridge structure is lo-
cated on the higher portion of Alexandrea, 
which sits on a hill.  The structure can be 
seen from far but does not stand out from 
its surroundings owing to its tectonics.  The 
buildings across the road from each other 
are both face brick buildings while the steel 
structure with multi coloured corrugated 
sheeting connects the two.  
The building is designed for the public facili-
ties, for example the shops, to open up onto 
the street under the bridge, which open pub-
lic spaces just off them.  The private spaces, 
that include the exhibition space, archive 
and library, are entered from the front en-
trance by means of a ramp.  The elevated 
programme adds to the security of the cen-
tre.   (ArchDaily, 2010)
Figure 4.19 Alexandra location
Figure 4.20 Alexandra heritage centre aerial view 
Figure 4.21 Alexandra heritage centre aerial view 
Figure 4.22 Alexandra Heritage Centre elevation
Figure 4.23 Alexandra Heritage Centre street view
Figure 4.24 Alexandra Heritage Centre bridge interior65
CONCLUSION
An understanding of community based 
healthcare facilities help to understand the 
context in which these facilities are found 
and the approach that have been taken in 
designing them.  
Community healthcare facilities are com-
munity based facilities that serve the lower 
income bracket of South Africans.  They are 
usually found in township environments, but 
on highly integrated movement arteries to 
make them more accessible for a large num-
ber of citizens. The citizens who do not have 
vehicular access to them make use of public 
transport or by foot. 
Because of their size and their purpose of 
serving its community, these centres are of-
ten used as catalysts in monotonous envi-
ronments of predominantly low rise residen-
tial buildings.  The aesthetic of the buildings 
have to respect its surroundings, which is 
often achieved in its tectonics. 
Because of the fi nancial constraints of the 
facilities, natural passive design is a high pri-
ority.  This is achieved by the use of court-
yard spaces and the manipulation of form, 
for example mono-pitched roofs that allows 
natural lighting to penetrate deeper into 
communal spaces and hot air to escape.
The stressful nature of the buildings’ pro-
gramme encourages the use of positive de-
tractions such as courtyards, a mix of tex-
tures and colour.  The tectonic of the building 
will be of raw materials that are true to their 
nature with a high regard of its surroundings. 
The building will be designed to be an oasis 
within its unforgiving environment by open-
ing spaces onto courtyard spaces that allow 
natural ventilation and sunlight through the 
building.  The use of colour will be carefully 
chosen to create a calm and welcoming en-
vironment. 
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Figure 4.24 Alexandra Heritage Centre bridge interior66
UNDERSTANDING BETHELSDORP
?
Metro analysis of Port Elizabeth
Bethelsdorp is one of the townships located 
to the north of the CPD of Port Elizabeth. 
During the racial segregation of the late 
20th century, this area was designated for 
people of colour.  The population has grown 
since then, so it has expanded over time, but 
the majority of the demographic remain of 
colour.   The average population density of 
Bethelsdorp is more than 30 000 people per 
square kilometre.   
It has been chosen because it is the only 
region in the Nelson Mandela Bay region 
that is not covered by the maximum of fi ve 
kilometres radius that clinics are allowed to 
serve.  
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Figure 4.26 Five kilometre radius of existing clinics in Port Elizabeth 67
SUB-METRO ANALYSIS OF BETHELSDORP
Bethelsdrop is situated along the contours of a hill with a large salt pan 
situated below the township. 
The town is surrounded by two rivers and subdivided by the dramatic 
topography.  
The town originated as a Christian mission station at the bottom of the 
hill range, along the river.  The majority of the town consists of RDP 
housing, except for the informal housing to the north-east of the salt 
pan below town. The built form layout consists of four types, namely 
gridiron, loose grid, lollipops and loops, and organic. (See page 59). 
The township is growing along its main movement arteries, which both 
run on a north-west  – south east axis. 
Topography Built fabric
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Figure 4.27 Bethelsdorp topography Figure 4.28 Bethelsdorp built fabric 
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The nearest medical facility to Bethelsdorp is the Dora Ngiza Hospi-
tal, a provincial government hospital, situated opposite the entrance 
of Bethelsdorp, along the Uitenhage road. The only medical facilities 
available in Bethelsdorp are the pharmacy at the shopping centre and 
a medical office with an optometrist and a dentist in the town centre.
The majority of the town consists of RDP housing.  The larger spac-
es in the fabric are mainly schools.  The civic buildings are scattered 
around the town, which creates multiple attempts at civic centres that 
compete against one another. The most dominant structure in the con-
text is the Cleary Park Shopping Centre along Stanford Road.  
Medical facilities available Community services
Figure 4.29 Bethelsdorp available medical services Figure 4.30 Bethelsdorp community cervices 
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SITE SELECTION
A set of site selection criteria has been es-
tablished, acting as constraints and inform-
ants as to the best location for the commu-
nity health centre.
The site for a community health centre must 
be able to accommodate the programme 
and nature of the building. The centre will 
not need an advanced trauma or mother 
and child section, as Dora Ngiza is situated 
along Betheldorp’s periphery. Dora Ngiza is 
a governmental hospital with an extensive 
maternity ward and emergency department. 
Common problems in townships are their 
monotony and lack of civic centres. Thanks 
to the strong topographical character of 
Bethelsdorp, there is a defi nite verity in the 
landscape. Bethelsdorp has more than one 
civic node, but no defi nite one.  A community 
health centre could help enhance the domi-
nance of one and defi ne the centre of town.
Owning to the nature of the building, it has to 
be easily accessible and near public trans-
port nodes. The majority of people with a low 
income use the BRT and taxi systems avail-
able.
The site criteria are its:
Location –   its relationship to town
Connectivity –  how well connected it is to transport nodes and accessibility to community
Catalyst effect –  Its contribution in strengthening the sense of identity
Size and scale – Whether it is large enough to accommodate the programme, but not too  
   large; and
Privacy balance – Owning to the sensitivity of the programme, the site needs balance 
   between 
   privacy and public presence
There are three identifi ed civic centres within Bethelsdorp, each with a proposed site for the 
community health centre.  Each site was compared on the basis of the site stipulated criteria, 
by rating it on a scale of P-E and given an overall rating based on these fi ndings.
Scale:
P -Poor
S -Satisfactory
G -Good
E –Excellent
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Civic centres
A characteristic of South African townships 
is that they tend to have no definite civic cen-
tre.  Bethelsdorp is no different.  The scat-
tered civic buildings have resulted in three 
civic centres that compete against one an-
other.  
The original civic centre is the one that in-
cludes the library, post office and a com-
munity resource centre.  The police station 
along Bethelsdorp Road has created a sec-
ond civic centre, and the third, Cleary Park 
Shopping Centre attracts a large number of 
people.  Some might consider the historic 
region where the chapel is as a fourth, but 
it does not include any civic buildings apart 
from the historic buildings. 
Each civic centre has its own advantages 
and disadvantages.  The community health 
centre could strengthen the hierarchy one 
of them, which could define a definite civic 
core.  
Figure 4.31 Possible site locations 
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Site A
Location   - G
Connectivity   - E
Catalyst   - G
Size and scale  - G
Privacy balance - G
OVERALL
-G
Location –  The site is located on the corner of Bethelsdorp Road and 
   Rensburg Street, next to the Bethelsdorp Police Station. It is 
   the most centrally located site of the three considered.
Connectivity –  The corner is on the street which connects its two main roads  
   and Rensburg Street which is the most active informal trading  
   street. The site includes an informal bus stop on its corner, 
   making it very accessible.
Catalyst –  If the CHC would be located here, it would further activate   
            Bethelsdorp, strengthening the connection between upper 
   (south-west) lower (north-east) Bethelsdorp.
Size and scale – The site is very large with a long façade along both its street   
   edges. It might be too large for the intended programme.
Figure 4.33 Site A location
Figure 4.32 Site A aerial view 
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Site B
Location  - E
Connectivity   - E
Catalyst   - E
Size and scale - G
Privacy balance  - E
OVERALL
 E
Location –  The site is located along Rensburg Street, on the corner of the  
   current informal market and across the street from the Engine  
   Petrol Station. Behind the site is the old business district which  
   includes the post office, library and community resource centre.
Connectivity – Rensburg Street is the busiest street with informal trade all    
   along it. The site is accessible from Rensburg Street and the  
   business district. There is a roofed bus stop on the site along  
   Rensburg Steet.
Catalyst –  Currently the business district is not along one of the main 
   movement arteries of Bethelsdorp. The site could act as a 
   connection between the existing business district and 
   Rensburg Street; and bring more people back to the old 
   business area.
Size and scale – The site is considerably smaller than Site A, but still large 
   enough to accommodate the expected programme. Figure 4.35 Site B location
Figure 4.34 Site B aerial view 
73
Location –  The site is located along Stanford Road, opposite Cleary Park  
   Shopping Centre. Cleary Park is a large shopping centre which  
   acts as a beacon in Bethelsdorp and is the busiest retail area 
   in the township.
Connectivity – The site is the nearest one to Dora Ngiza Hospital and best 
   connected. Stanford Road is the busiest road in Bethelsdorp  
   with a fast and busy traffic flow.
Catalyst –  Cleary Park is the busiest area in Bethelsdorp, but is only 
   based on retail. The introduction of a CHC will make it a 
   multi-purpose area which promotes future development.
Size &scale – The site is the largest of the three, in an open field. The size 
   and orientation of the site forces the proposed building to be 
   of large scale to fit into its context.
Site C
Location   - G
Connectivity   - E
Catalyst   - S
Size and scale  - G
Privacy balance  - S
OVERALL
G
Figure 4.37 Site C location
Figure 4.36 Site C aerial view 
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Site Chosen
The site chosen for the community health 
centre for Bethelsdorp is Site B.
Its 5km radius coverage according to 
Eastern Cape regulations is shown.
Figure 4.38 Site C connection and fi ve kilometre service radius75
SITE ANALYSIS
Stanford Road is the main movement artery 
of Bethelsdorp, but it is used as a highway 
and not a street. Rensburg Street is a sec-
ondary street that connects to Bethelsdorp 
Road and Stanford Road.  The civic centre 
to which the site is connected is disconnect-
ed from all movement arteries, making it a 
destination rather than an integrated space 
that serves the community.  The chosen site 
will be used to better integrate the civic cen-
tre better to the vehicular movement within 
the area without disrupting the pedestrian 
movement between Rensburg Street and 
the centre. 
 
Rensburg Street is a diverse street with high 
vehicular and pedestrian movement and a 
few informal shops run from people’s homes. 
The BRT bus system in Port Elizabeth also 
makes use of Rensburg Street and the bus 
stop located on the corner of the site. 
An ablution block (not indicated) in the cross 
of the retail area prevents vehicular move-
ment between the post offi ce and the den-
tistry.  Pedestrians have created a path be-
tween Baubibia Road and Harrington Street 
that runs behind the resource centre and 
over the chosen site.  
Vehicular movement hierarchy
 Primary movement
 Secondary movement
 
 Tertiary movement
 
 Bus stops
Public buildings
 Religious buildings
 
 Civic buildings
 
 Retail
 
 Light retail
 
 Education
Natural elements
 Green spaces
 Water
Base map
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Figure 4.42 Base map
Figure 4.41 Natural elements
Figure 4.40 Public buildings
Figure 4.39 Vehicular movement hierarchy 
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Figure 4.44 West view of site Figure 4.45 East view of site and informal market Figure 4.46 Informal market on site
Figure 4.47 Bethelsdorp Salt Pan from Bethelsdorp Road78
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Figure 4.52 Indication of camera positions
Figure 4.51 Pedestrian pathway behind resource centre
Figure 4.50 View of site from pedestrian pathway (along street)
Figure 4.49 View facing businesses district (from site)
Figure 4.48 View facing Harrington street (from site)
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Figure 4.56 Dias Food Hyper across the street Figure 4.57 Dentistry and optometrist across the street
Figure 4.54 West end fibrary front entrance Figure 4.55 Post office
Figure 4.59 Street view of businesses from library, 
indicating public ablutions
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Figure 4.61 Retail on corner of St Bridge Street and 
St Bridget Street
Figure 4.62 Informal trade along Rensburg Street Figure 4.63 Informal trade along St Bridget Street
Figure 4.60 Short section sketch of site
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PART 2
DESIGN 

According to the 5km radius coverage rule 
of community health centres in the Eastern 
Cape, and the lack of medical services in 
Bethelsdorp, the town is in desperate need 
of comprehensive medical facilities to pro-
vide for the needs of the community.  The 
nearest medical aid to the community is 
Dora Ngiza hospital, which is a comprehen-
sive public hospital, but the lack of medical 
services around it resulted in it being over-
crowded and overused.
Bethelsdorp is regarded as a dangerous 
township, with high crime rates, high popula-
tion densities and a lack of medical services. 
The proposed centre must therefore act as 
a ‘safe house’ for its inhabitants, within an 
unforgiving environment. 
After the analysis of several precedents, 
especially with regard to their relationship 
to other medical facilities, a brief has been 
formulated for the proposal of a new com-
munity health centre to serve Bethelsdorp. 
According to Cullan, community centres 
must provide: 
 24 h maternity & emergency services,
 up to 30 beds for 48h care,
 procedure room (not theatre) and
 all primary health facilities. 
Primary health facilities include: 
 mother and child care,
 immunisation,
 family planning,
 STI treatment and 
 minor trauma care for chronic 
 diseases.
(Cullinan,2006)
The most comprehensive community cen-
tres also include dental care, rehabilitation 
services, x-ray services for their trauma 
care, multiuse halls to serve large groups of 
patients and an in-house pharmacy.   
The because of the close proximity of Dora 
Ngiza, the emergency and MOU services do 
not need to be as extensive as remote fa-
cilities.  The proposed facility will provide all 
of the facilities that are seen in comprehen-
sive facilities, except for a dentistry, because 
there is one located across the road from 
the chosen site.  The intervention will aim to 
contribute to the hierarchy of the block it will 
be in and activate the current dead space 
around the area; and so serve a large por-
tion of the community.  
FORMULATING THE BRIEF
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DEPARTMENTS   min AREA COUNT
General    1159 
 Help desk    12  1
 Wheelchair closet   3  1
 Main waiting area   300  1
 Records room   150  1
 Manager offi ce   15  1
 Club room (chronic & meeting) 150  1
 Main medical waste room  12  1
 Refuse area    12  1
 Generator room   12  1
 Service room    12  1
 Ablutions    50  1
 Maintenance storage  9  1
 Security offi ce (parking)  12  1
 Parking     12.5  30
 Ambulance parking    17.5  2
Pharmacy    95 
 Pharmacy    40  1
 Dispensary    9  1
 Pharmacy storage   30  1
 Manager offi ce   12  1
 Ablutions    4  1
Staff facilities   105 
 Locker rooms   15  1
 Ablutions    10  1
 Kitchen    40  1
 Boardroom    40  1
DEPARTMENTS   min AREA COUNT
Infections unit   239 
 Waiting area & reception   20  2
 TB room    13  1
 Dots room    25  1
 Consultation room   13  11
 Laboratory    15  1
 Sluice room    11  1
 Ablutions    4  1
 Storage    1  1
Rehabilitation unit   101 
 Waiting area    20  1
 Counselling room   13  2
 Physiotherapy room   25  1
 Physiotherapy garden  25  1
 Ablutions    4  1
 Storage    1  1
Mother and child   163 
 Waiting area    20  1
 Consultation room    13  6
 Baby screening room  13  1
 Sluice room    11  1
 General storage   1  1
 Milk storage (food)   11  1
 Ablutions    4  1
 Playground (courtyard)  25  1
ACCOMMODATION SCHEDULE 
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DEPARTMENTS   min AREA COUNT
Curative area   123 
 Waiting area    20  1
 Consultation room    13  6
 Equipment storage   9  1
 Sluice room    11  1
 General storage   1  1
 Ablutions    4  1
Emergency (acute) area  258 
 Waiting area    20  1
 Consultation room    13  2
 Wound care    15  1
 Preparation room   20  1
 Treatment room (ER)  24  2
 Recovery room (4 beds )  40  2
 Linen storage   9  1
 Surgical equipment storage 15  1
 Sluice     11  1
 General storage   1  1
 Ablutions    4  1
 Medical waste room   9  1
X-RAY     84 
 Waiting area    20  1
 Changing room   2  2
 X-Ray room    36  1
 Viewing room   10  1
 Dark room    10  1
 Ablutions    4  1
DEPARTMENTS   min AREA COUNT
MOU     428 
 Waiting area    20  1
 Examination / consultation room  13  1
 Ante-natal room (4 beds)  40  2
 Blood test laboratory  15  1
 Urine test laboratory  15  1
 Preparation room   20  2
 Delivery room    24  2
 Post-delivery ward (4 beds) 40  2
 Neonatal room   40  1
 Phototherapy room   25  1
 Sluice     11  1
 Surgical equipment storage 15  1
 Linen storage   9  1
 General storage   1  1
 Ablutions    4  1
 Medical waste room   12  1
 TOTAL     2755 
   
(Owies, 2017)
(Stugnell, 2017)
(Eastern Cape Department of Health, 2005) 
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Figure 5.1 Relationship between main spaces 88
The programme of community health cen-
tres is very dispersed.  Patients tend to all 
enter from the same entrance, commune in 
the central waiting hall and then move to the 
facility that they need.  The relationship be-
tween these main spaces is critical in plan-
ning a health centre.  
The first welcome that patients receive is a 
reception or help desk to help patients navi-
gate through the facility. 
The biggest space in the facility is usually 
the large waiting room where patients have 
to wait to be helped by the record staff or 
the pharmacy.  It has to be well ventilated 
because of the amount of people that it ac-
commodates.  The individual wards all feed 
of the main hallway.
The record room and pharmacy are both pri-
vate departments in the sense that only staff 
is allowed in them, but they both feed off the 
most public room, the main waiting area.
The club room is a big diverse hall that has 
multiple uses.  It has to be easily accessible, 
but be able to be closed off for private uses. 
The infections unit is a department that 
serves (as the name says) patients with in-
fections, and a HIV unit.  It has to be easily 
accessible from the main waiting area, but 
ideally is away from other departments to 
protect other patients from being infected. 
Anyone who enters the department is re-
quired to wear a mask that they receive from 
the internal reception desk. 
The curative area is where patients with 
diseases are treated.  The ward consists of 
mainly consultation rooms where patients 
see nurses.  
The mother and child unit is the paediatric 
unit where children are treated.  Babies that 
are underfed or suffer from ill nutrition are 
fed with special food in the ‘milk room’. 
The rehabilitation unit serves rehabilitation 
in the form of speech therapy, occupational 
therapy, mental health, physiotherapy and 
drug abuse. It includes rooms for individual 
and group therapy.  The rehabilitation unit is 
often supported by a rehabilitation garden 
where patients exercise to help them with 
injuries, also known as biokinetics. 
The emergency apartment and MOU should 
both be accessible from the main entrance, 
but most often use a private entrance.  
The emergency department is used to help 
patients who need medical aid, but their con-
dition is not so severe that they need to see 
a doctor.  The treatment room in community 
health centres are sometimes used by doc-
tors when the emergency room in hospitals 
are overbooked.  
The MOU (midwife and obstetrics unit) is 
where pregnant where nurses help women 
to give birth.  The maternity ward in pub-
lic hospitals are often overcrowded, which 
is why it was introduced in day hospitals. 
Women can rest there for a maximum of 28 
hours after giving birth.  Special equipment 
is used to care for the new-borns and protect 
their vulnerable immune systems by means 
of phototherapy.   It is the largest department 
in the facility because of the large rooms 
needed for long stay patients.   
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X-ray facilities are where patients are 
scanned so the medical staff can see if they 
have any internal injuries such as broken 
bones.  It has to be accessible form the main 
circulation area, but near the emergency 
area.  The emergency department is the de-
partment that makes most use of the x-ray 
facilities.  The walls of this unit must be thick 
to minimize the radiation exposure to other 
patients.  
The staff facilities must be as centrally locat-
ed as possible, so staff do not have to travel 
as far distances between their facilities and 
the treatment rooms.  It must only be acces-
sible by staff, and could even have its own 
entrance into the facility.  
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UNDERSTANDING THE SPACES   
The following section delves into under-
standing spaces that will found in the com-
munity health centre.  Each space are ex-
amined by means of a pictures and a short 
description of each.  
The spaces are categorised in the following 
groups:
- public spaces,
- consultation spaces,
- admin spaces,
- spaces in the emergency department,
- spaces in the x-ray department,
- MOU spaces and
- ancillary spaces. 
Public spaces
Reception
Large waiting space
Small waiting space
Pharmacy
The reception is the fi rst welcoming patients 
receive when they enter the facility.  It must 
be easily highly visible at the entrance. 
The large waiting space is the main wait-
ing space.  It must be well circulated and 
lit, preferably naturally.  It must be centrally 
located to serve the entire facility, but near 
the entrance because it is the fi rst space that 
everyone uses. 
The small waiting space are is fi rst space 
used when a patient enters each ward.  It 
must feed the individual uses of each ward 
and be easily accessible.  Because it is also 
highly populated, it should ideally also be 
naturally lit and ventilated.
The pharmacy should be highly accessible 
because it serves all of the patients.  It is 
usually off the main waiting area.
5
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Figure 5.12 Physiotherapy room
Figure 5.11 Counselling room
Figure 5.10 Consultation room
Figure 5.9 Club room
Figure 5.8 Courtyards
Figure 5.7 Records
Next page: 
Current page: 
Figure 5.6 Pharmacy
Figure 5.5 Small waiting space 
Figure 5.4 Large waiting space 
Figure 5.3 Reception
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Records 
Courtyards
Club room
Consultation room
Counselling room
Physiotherapy room 
Consultation spaces
The records room is a large room that con-
tains the medical records of all of its patients. 
Before any patient goes to their ward, they 
must receive their private records fi rst.  The 
Records room must be adjacent to the main 
waiting area.
Courtyards are internal natural spaces that 
allow natural sunlight into the building.  It is 
a safe space for children to play or patients 
to enjoy some sunlight.
The club room is a large meeting space that 
allows large groups of people to commune. 
They can be used as educational spaces or 
feeding the poor.  They must be highly ac-
cessible, but private.  
The consultation is the most common room 
in a community health centre.  Nurses use 
them as offi ce spaces where they inspect 
and treat patients.    
Counselling rooms are the consultation 
rooms for therapists.  They differ in size, but 
are extremely private.  
The physiotherapy room is equipped with 
a massage table and basic exercise equip-
ment to help patients with physical recover, 
for example after a car accident.  They often 
have a therapy garden where patients can 
exercise. 93
Spaces in the emergency department
Spaces in the x-ray department
Admin spaces
Office spaces
Boardroom
Preparation room
Treatment room
Recovery ward
Darkroom and x-ray room
The centre manager has a private office that 
is centrally located 
The boardroom is usually amongst staff fa-
cilities.  It is used as a meeting space for 
multiple staff members to discuss current 
matters. 
The recovery ward is a room where patients 
recover after their surgery. The maximum 
time that patients may stay is 24h. They are 
subdivided into separate spaces for each 
patients my moving curtains that have rails 
in the ceiling.
The preparation room is where patients are 
examined and prepared for their surgery (or 
treatment).
Community health centres have treatment 
rooms, not surgery rooms.  They are very 
private rooms that have to be sterile. 
The x-ray room is an isolated space that has 
to be highly secure.  The staff use the ma-
chinery by means of a computer in a dark-
room that protects them from the rays from 
the machines.
94
(Du Preez, 2016)
MOU (Midwife and Obstetrics Unit) spaces Ancillary spaces
Ante-natal and Post-delivery wards
Delivery room
Neonatal room
Photo therapy room
Pharmacy storage
Sluice
The ante-natal and post-delivery wards are 
halls where patients wait before labour and 
recover afterwards.  The maximum stay is 
24hours.  They are subdivided by curtains to 
make more private spaces for each patient.
The delivery room is a very private space 
where women give birth with the help of a 
midwife.  A special bed with leg braces is 
used to ease the birthing process.
The neonatal room is a room where babies 
are sought after after being born.
The phototherapy room is where babies are 
treated by letting them sleep under a UV 
light to prevent jaundice.
Large packages of medicine and food for the 
milk kitchen is stored in the pharmacy stor-
age unit.  It must be kept cool and adjacent 
to the pharmacy.
The sluice is the room where all medical 
equipment is sterilised.  Every department 
must have one.  They are private rooms that 
only the staff use.
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Figure 5.13 Office spaces
Figure 5.14 Boardroom
Figure 5.18 Darkroom x-ray room
Figure 5.16 Treatment room
Figure 5.19 Ante-natal and Post-delivery wards
Figure 5.21 Neonatal room
Figure 5.23 Pharmacy storage
Figure 5.15 Preparation
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Figure 5.17 Recovery ward
Figure 5.20 Delivery room
Figure 5.22 Photo therapy room
Figure 5.24 Sluice
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MATERIALS AND TECTONICS
The materials chosen must refl ect the com-
munity that it serves.  The population of 
Bethelsdorp is predominantly of colour and 
speak Afrikaans.  The community and re-
tail buildings tend to be face brick with tiled 
roofs, and the residential buildings are main-
ly small plastered brick buildings with corru-
gated sheeting.  
Vandalism is a big problem in Bethelsdorp, 
and should be avoided by choosing high 
quality materials.
External
The centre structure will be of plastered 
brick walls and clip lock roofs. Accents of 
concrete, steel and mosaics will be used 
to articulate the building and refl ect its sur-
roundings.  
Internal 
The Hospital Guide by the Eastern Cape 
Department of health (2005) stipulates the 
following regulations for internal fi nishes in 
South African medical facilities:
Floor surface fi nishes must be of “durable, 
impervious, jointless [materials, with a] resil-
ient smooth fl oor fi nish”.
Wall surface fi nishes must be “washable 
acrylic paint on [an] approved smooth sur-
face”.
Ceilings must be “Imperforated” 
(Eastern Cape Department of health, 2005)
The internal fi nishes of medical buildings 
have to be carefully considered. The facili-
ties are cleaned frequently and porous ma-
terials will hold dirt and bacteria.
The fl oors will be of vinyl covered concrete, 
with rounded skirtings, ramps will have an-
ti-slip grips, wall surfaces will be of acrylic 
paint, as stipulated by government regula-
tions, and the ceilings will be of suspended 
ceiling boards to allow surfaces to run above 
them.  
Tectonic
The building will make use of pitched roofs 
.with skylights, and courtyards to allow for 
natural ventilation, and solar panels and wa-
ter tanks to reduce running costs.  
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Figure 5.25 Clip lock roof sheeting
Figure 5.26 Suspended ceiling boards
Figure 5.27 Vinyl ﬂ ooring with rounded skirting
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Figure 5.28 Site scale and drop Figure 5.29 Active nodes on site Figure 5.30 Public activity on site
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POSSIBLE SITE RESPONSE DIAGRAMS
The aim of the urban response is to strength-
en the hierarchy of the business district, but 
to do so, the pedestrian movement across 
the site cannot be terminated.  The following 
diagrams are an exploration of possible ap-
proaches of activating the site with regards 
to the planning approach.
The top row of fi gures indicate splitting the 
programme up in two or more parts, and an 
object in the round that isolates the retail dis-
trict even more. The bottom row of fi gures all 
indicate an approach of activating the com-
munity space and not dividing the building 
up.
5
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Figures 5.34 -5.43 Climate and high rise surroundings 100
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Figure 5.44Chosen site response 101
Design phase one
This the fi rst phase of design on the 
chosen site.  
The programme (accommodation schedule) 
has been adapted since then, which has ef-
fected the design. 
DESIGN DEVELOPMENT 
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Figure 5.45 Design development diagram 1 Figure 5.46 Design phase one exploration102
Figure 5.47 Design phase one exploration103
Note: staff facilities above infections unit
Design phase two
This the second phase of design on the 
chosen site.  
This design exploration occurred after the 
accommodation schedule was updated to 
the current one. 
Figure 5.48 Design development diagram 2
Figure 5.49 Design development diagram 3
Figure 5.50 Design development diagram 4104
Figure 5.51 Design development diagrammatic Revit plan105
Figure 5.52 Design development diagrammatic Revit 3D106
FINAL DESIGN
The Community health centre is proposed to 
be located on the empty site between Rens-
burg Street and ST Benedict Street (as seen 
on page 79).  Such facilities serve large 
numbers of people, which will bring more 
people to the commercial and civil precinct 
while drawing the edge of the precinct to 
Rensburg Street.  This could reactivate the 
precinct and strengthen it as the civic centre 
of Bethelsdorp.
A strong pedestrian artery runs across the 
site which should not be altered, but rather 
strengthened.   As the programme of the fa-
cility is very internalised, it is situated to the 
northern part of the site.  A corridor is created 
between the building and informal markets, 
and so strengthens the pedestrian fl ow; and 
the existing taxi rank is made bigger to ac-
commodate the higher use. 
The southern part of the site is used for pub-
lic parking and a plaza which could be used 
by the community.  As a whole, the highly 
populated facility opens onto a positive pub-
lic space that can be used by the entire com-
munity.   
The centre is divided into individual wards, 
each with its own purpose.  The parts are 
arranged around a central courtyard upon 
which all open, according to its privacy.  The 
more private areas, such as the Emergency 
and Midwife and Obstetrics Units are the 
furthest away from the main entrance, with 
their own emergency entrance.  Along with 
the X-ray unit, they create the 24h emer-
gency area while the rest of the facility can 
be locked up.  The wards all colour-coded. 
This makes navigation easier and creates a 
sense of identity to each.  
The front entrance is clearly marked with a 
large roof overhang and the larger scale of 
the club room on the front corner.  Patients 
receive their past records from the main re-
cord room before moving to the ward where 
they will be treated.  As the facility caters for 
the weak and runs down a four metre slope, 
the entire facility is designed as a one storey 
building that runs along the fall, with the use 
of ramps.  
The long facades are broken up with alter-
nating roof directions.  Each roof indicates 
the change of programme underneath.  The 
design is kept simple, to make it recognis-
able for its users.  Foreign architecture may 
distress the patients even more.  The use of 
clear storey windows allows for natural sun-
light and airfl ow in the waiting areas of the 
wards.   The more intimate spaces like con-
sultation rooms are kept small, regular and 
naturally lit with tall windows.  
NOTE:
The following illustrations are to no particu-
lar scale as they consist of the design pres-
entation panels.
Figure 5.53 Site Plan
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